no reports of new-onset buttock claudication or sexual dysfunction in either study cohort.
Objectives: Iliac artery aneurysms (IAA) associated with aortic aneurysms can complicate their management. The aim of this study was to evaluate the incidence, management, and outcomes of IAA associated with juxtarenal (JRAA) and thoracoabdominal aortic aneurysms (TAAA) treated with fenestrated/branched aortic endografts (F/B-EVAR).
Methods: Data from 1118 patients (Table) enrolled in a physician-sponsored investigational device exemption trial (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) for treatment of JRAA or TAAA with F/B-EVAR were evaluated. Maximum iliac artery diameter was determined by an imaging core laboratory, and IAAs were defined as $21 mm in diameter. Clinical management, perioperative outcomes, and long-term outcomes were analyzed. Data are presented as mean 6 standard deviation and were assessed using KaplanMeier, univariate, and multivariable analysis.
Results: Of 364 (33%) patients with IAA, 219 (60%) were unilateral and 145 (40%) were bilateral. Of the 509 IAA, 234 (46%) were treated with an iliac limb without coverage of the hypogastric artery, 103 (20%) had hypogastric artery coverage, 105 (21%) had placement of a hypogastric branched endograft (HBE), and 67 (13%) went untreated. Procedure duration was longer for those with IAA (5.3 6 1.79 vs 4.6 6 1.74 hours; P < .001), although hospital stay was not. Hazards of aneurysm-related mortality and all-cause mortality trended higher in unilateral and bilateral IAA groups. Treatment with a HBE had lower hazards of death than those without (adjusted for age, procedure duration, and repair class (HR 0.64, P ¼ .017). Hazards of reintervention were higher in those with unilateral and bilateral IAA compared to no IAA (hazard ratio [HR], 1.45 and 2.09, respectively), but was not associated with the use of HBE. Spinal cord ischemia trended higher in unilateral and bilateral IAA than no IAA (HR 2.59 and 12.96; P ¼ .259 and P ¼ .056, respectively).
Conclusions: Patients with unilateral and bilateral IAA comprised a substantial portion of those who underwent F/B-EVAR for JRAA and TAAAs. The complexity of the disease is supported by trends toward higher hazards of aneurysm-related mortality, all-cause mortality, reintervention, and spinal cord ischemia in patients with IAA compared to those with no IAA. Lower hazards of death were found in those treated for IAA with a hypogastric branch, with no difference in reintervention detected. These results suggest that F/B-EVAR including hypogastric branch may be a robust treatment option for complex patients with TAAA and concomitant IAA. Additional efforts are needed to improve outcomes and understand the utility of this treatment option for this complex subset of the TAAA population.
Author Disclosures: C. S. Brier: Nothing to disclose; M. J. Eagleton: Nothing to disclose; Y. Kuramochi: Nothing to disclose; F. Ezequiel. Parodi: Nothing to disclose; J. Zhang: Nothing to disclose.
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Flexible Stents Improve Renal Artery Branch Patency After Multibranched Endovascular Aortic Aneurysm Repair
Warren Gasper, MD, Smita Kaushik, MD, Linda M. Reilly, MD, Jade S. Hiramoto, MD, Timothy Chuter, MD. University of California, San Francisco, Calif
Objectives: Technical and short-term success with multibranched endovascular thoracoabdominal aortic aneurysm (TAAA) repairs (MBE-VAR) is now routine. However, late branch occlusion, particularly renal branch occlusion, is a stubborn source of morbidity in the mid-to lateterm. The aim of this study was to investigate the effect of renal branch stent type on midterm renal branch occlusion rates after MBEVAR of TAAA and pararenal aortic aneurysms (PRAA).
Methods: From July 2005 to October 2016, 143 patients underwent elective MBEVAR for TAAA and PRAA with at least one renal artery branch constructed of self-expanding stents from the native renal artery to the device cuff. In 2013, an analysis of branch morphology suggested more flexible branches would perform better, so our preferred renal branch configuration switched from a Fluency + Wallstent (FW) to a Viabahn + Zilver (VZ) combination. Data on demographics, operative repair, complications, and outcomes were collected prospectively.
Results: The mean patient age was 73 6 7.7 years, 109 (76%) were men, and the mean aneurysm diameter was 66.8 6 9.1 mm. There were 266 renal branches placed, of which 158 (59.4%) were FW, 56 (21.1%) were VZ, and 52 (19.5%) were other combinations. There were no significant differences in age, sex, preoperative aneurysm diameter, Crawford aneurysm classification, medical comorbidities, or baseline renal function between patients with FW vs VZ renal branches. There was also no significant difference in native renal 
VS10. Endovascular Repair of Chronic Dissection and Extent II Thoracoabdominal Aneurysm Using Fenestrated-Branched Endograft With Novel Preloaded System
Aleem K. Mirza, Gustavo Oderich. Mayo Clinic Background: We report the case of a 78-year-old man who presented with an asymptomatic extent II thoracoabdominal aneurysm with chronic type B dissection. Five-vessel fenestrated-branched endovascular repair was performed using a novel four-vessel preloaded delivery system. The video highlights preoperative planning, technical aspects of device implantation, use of onlay fusion and intraoperative cone-beam computed tomography for immediate technical assessment of the repair.
http://www.conferenceabstracts.com/uploads/cfp2/attachments/ ZRFDQHCR/ZRFDQHCR-289606-1-ANY (2).mp4.
Author Disclosures: A. K. Mirza: Nothing to disclose; G. Oderich: Nothing to disclose.
VS11.
Triple-Bifurcated, Triple-Fenestrated Endovascular Aneurysm Repair Benjamin W. Starnes, Niten Singh. University of Washington, Seattle, Wash Background: The technique for triple-bifurcated, triple-fenestrated endovascular repair of a juxtarenal aortoiliac aneurysm is described. To our knowledge, this is the first description of a successful SIX vessel combined fenestrated branched endovascular aneurysm repair. Background: Superficial femoral artery (SFA) angioplasty and stenting is a commonly performed procedure for occlusive disease. However, extrinsic factors such as mechanical and dynamic forces at the distal SFA impact its patency rates following intervention. Here we demonstrate our method of releasing the adductor hiatus via an adductorplasty at the time of SFA stenting to help extent patency of this anatomically challenged arterial segment.
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